
HEALTH OCCUPATIONS CREDENTIALING  
CRIMINAL RECORD CHECK PROGRAM 

 
REQUIRED FACILITY INFORMATION 

 

FACILITY NAME :  _____________________________________________________________ 

 

FACILITY TYPE: _______________________________________________________________ 

 

DATE OPENED: _______________________________ 

 

EMAIL ADDRESS:_____________________________________________________________ 

 

MAILING ADDRESS 

STREET: _____________________________________________________________ 

       

 STREET:  _____________________________________________________________ 

 

 CITY: ________________________________________________________________ 

 

 STATE: __________________________________        ZIP:______________________ 

 

MAIN CONTACT PHONE: ________________________________ 
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